Introduction
There were an estimated 2.5 million cases of tuberculosis in India in 2015 [WHO, Geneva, 2015] . Gastrointestinal tuberculosis is common in the developing world especially in the lower socioeconomic groups. The abdominal TB, which is not so commonly seen as pulmonary TB, can be a source of significant morbidity and mortality and is usually diagnosed late due to its nonspecific clinical presentation [1] .
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pathological spectrum mimics malignancy and Inflammatory bowel Disease (IBD). This case was managed at a tertiary care teaching hospital, academic setting.
Case presentation
A 46 year old female patient came walking to the outpatient department with a 6 month history of diffuse abdominal pain with low grade fever and loss of appetite and weight. No significant past medical or surgical history. There was no history of pulmonary tuberculosis.
On examination, general condition was fair, vitals were stable. Abdominal examination revealed a soft non tender abdomen with a normal digital per rectal examination.
Haematological investigations were normal except erythrocyte sedimentation rate(ESR) which was 80 mm (0-30 mm normal). Her serum levels of carcinoembryonic antigen(CEA), cancer antigen19-9(CA 19-9) and serum adenosine deaminase(ADA) levels were within normal limits.
Contrast enhanced CT(CECT) abdomen revealed a diffuse concentric long segmental circumferential wall thickening of terminal Colonoscopy showed an ulceronodular lesion with lumen compromise at the splenic flexure and thickening of the ileocaecal junction. Biopsy was taken from both the sites and sent for histopathological examination and also for culture and gene xpert for MTB.
Pathology showed moderate mixed inflammation and occasional lymphoid collection in the lamina propria with no evidence of malignancy. There were also occasional crypt abscesses which raised suspicion of inflammatory bowel disease. The final diagnosis of tuberculosis of the intestine was made as the biopsy smear showed AFBs and the Gene Xpert detected MTB. The patient was/started on Anti tubercular therapy. At 6 month follow up, patient is asymptomatic. Repeat CT scan shows no narrowing (Fig. 4) . 
Discussion
In India, TB is one of the commonest infections affecting poor socioeconomic groups.
Gastrointestinal Tuberculosis is a major health problem and is a rising threat due to transglobal migration [4] . It is not entirely known if the bacteria colonize the bowel by penetrating through the wall or enter that site through the arterial circulation. The most common site of gastrointestinal involvement is the ileocecal region which is involved in 64% of cases of gastrointestinal TB and is thought to be due to the abundant lymphoid tissue and the stasis of the stools around that segment. The rest of the colon is affected with decreasing frequency further away from ileo-caecal area with rectosigmoid being less frequent [5] .
The symptoms are not specific and can mimic diseases like Crohn's disease and colon cancer. Commonest complaints are abdominal pain 80.6%, weight loss 74.63%, loss of appetite 62.69%, fever 40.3%, loose stools 16.42% and alternate constipation and diarrhoea 25.37% [1] .
Our patient had no evidence of pulmonary TB as is seen with 75-80% of patients with gastrointestinal tuberculosis. It is not clear why some are affected by extra-pulmonary TB and some not, but it is shown that race, age, underlying disease, the genotype of the bacteria and the immune status are factors that are related to the pathogenesis [6] . The immune status is also found to affect manifestation of bowel TB. The ulcerative form (60%) tends to be more common in the immunocompromised individuals and the hypertrophic form (10%) in immunocompetent patients. This patient had a negative HIV test and CT image showed hypertrophic form.
In this case, acid fast bacilli were detected on Ziehl Nelsen staining. Gene Xpert was also positive. Gene Xpert has a sensitivity of 75% and a specificity of 98% [7] , which is sufficient to make a diagnosis of tuberculosis. Crohn's disease can have similar features as it can also present with skip lesions in two different part of the bowel and have transmural granulomatous inflammation and crypt abcesses in histology.
The differential diagnosis to be considered from the history and investigations are malignancy of the colon, inflammatory bowel disease and TB as all these conditions have similar clinical profile and radiological findings. Colonic cancer was the most probable diagnosis considering the CT scan findings of the patient. But looking at the presenting complaints of the patient and TB being so prevalent in India, it had equal importance while considering it as a differential.
It is important to differentiate Crohn's disease from TB as misdiagnosing Crohn's disease instead of TB, can have deleterious effects for the patient due to the immunosuppressive medications given for Crohn's disease.
Successful treatment of colonic TB can be achieved with conservative management with oral anti-TB medications unless a surgical emergency like perforation or obstruction occurs. Therefore, in cases of high-risk patients for TB presenting with non-specific symptoms with colonic thickening on imaging, it is important to biopsy the lesion during colonoscopy as this may help conservative treatment. However, close monitoring of the patient's response to medical treatment is required as failure of symptoms to regress and the lesions to decrease in size might be a hint of a more sinister underlying pathology, like carcinoma. In a paper by Falagas et al,it was shown that there is evidence of coexistence of TB and malignancy [8] . There is the possibility of development of cancer on the background of previous TB infection and the concurrent existence of TB and malignancy in the same patient. This can be explained by the fact than on a cellular level chronic TB infection may cause an imbalance between tissue damaging agents that can result in deoxyribonucleic acid (DNA) damage and tissue repair mechanisms to generate a microenvironment that predisposes to malignant transformation [9] . This is thought to be due to production of nitric oxide and oxygen-free radicals and the increased synthesis of B-cell lymphoma 2 (BCL-2), which leads to increased antiapoptotic activity. Therefore, patient response should be closely monitored.
We encountered many cases of colonic TB in literature but we have not come across a case similar to this in which there is a colonic TB extending upto splenic flexure.
Conclusions
Clinicians need to have suspicion of gastrointestinal tuberculosis (TB) in their differential when dealing with patients with chronic gastrointestinal symptoms, especially in the setting of high prevalence of the disease.
Learning points
1. Gastrointestinal TB is one of the known causes of hypertrophic lesions on the bowel wall mimicking malignancy. 2. CT scan and endoscopic biopsy form the major diagnostic tools for gastrointestinal tuberculosis. 3. Conservative management is successful in the majority of cases.
